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     Phone: (505) 724-3206     Fax: (505) 724-4401

Permission for Release of Information

In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), New Mexico Orthopaedic Associates requires your written consent before disclosing any personal health information.  This request is valid for 90 days from signature date.  Your consent to share this information may be withdrawn in writing at any time, so long as such documents are specific as to information covered, dated and signed.

Note:  Any information shared pursuant of this consent may be subject to re-disclosure by the recipient and may no longer be protected by the HIPAA privacy rule.

Patient Name:  (Print Full Name)_____________________________________________

DOB:  _____________________                         SS:  ____________________________

I, ______________________________________________________________________               



Patient, Legal Representative or Guardian/Relationship to Patient

Do hereby request the release of the following health record(s) from New

Mexico Orthopaedic Associates:

​​__ ALL Medical Records



__ X-Ray Films List dates below

__ Progress Notes List dates below 


__ MRI Films   List dates below

__ Operative Report   List dates below

__ CDs (X-Ray and/or MRIs)
__ Other (Please specify documents needed) __________________________________   

DATES:  ______________________________________________________________

This information is to be released to:  

	Name
	

	Purpose for release
	

	Address
	

	Telephone #
	

	Fax #
	


Fees collected in advance: Medical Records, $2 per page for first 10 pages and 20 cents for each additional page plus tax, postage and handling.

X-Ray film charge is $10 per sheet/Digital CD (X-Ray and/or MRI) $10 per CD

Medical Records and/or X-Rays will be picked up by ________________on________.

                                                                                        (ID Required when picking up)

Medical Records should be mailed to: ______________________________________.

Signature _______________________________________Date: __________________

                                                                                                             Revision Date:  11/26/2008

